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SuRVEYS of psychiatric illness in the community are at present handicapped by the lack of valid and reliable methods of case-identification. The widely varying estimates of psychiatric prevalence made by different workers in this field (Lin and Standley, 1962) emphasize the urgent need for such techniques, which could be used both in field surveys and in the screening of general practice populations.
In large-scale psychiatric surveys, the use of a two-stage screening procedure is desirable and may, indeed, be essential for economic reasons. The first stage entails the selection of possible or 'potential' cases by means of a rapid and simply administered screening test; the second comprises detailed clinical examination of such potential cases in order that they may be confirmed as actual cases (Blum, 1962) and given an accurate diagnostic assessment. The present paper is concerned only with the second of these stages, namely, the development of a standardized psychiatric interview and rating technique suitable for application to potential cases in a community setting.
A number of standardized psychiatric interviews, including some which are highly reliable, have been developed in recent years, but for various reasons all are unsuitable for field surveys. In the United States, Lorr, Klett, and McNair (1963) have described an assessment based on the Inpatient Multidimensional Psychiatric Scale (IMPS) , and Overall and Gorham (1962) have used a psychiatric assessment derived from a shortened version of the Lorr scale; both these scales heavily emphasize psychotic 18 phenomena which are relatively uncommon in the general population. The interview described by Spitzer, Fleiss, Burdock, and Hardesty (1964) , although in some ways more suitable, is still insufficiently flexible and contains many items which would make it unacceptable to normal individuals. In this country, Wing, Birley, Cooper, Graham, and Isaacs (1967) and Kendell, Everitt, Cooper, Sartorius, and David (1968) have published accounts of the 'Present State Examination' which has been designed primarily for use in international studies.
This very comprehensive 500-item schedule was designed for administration to known psychiatric patients and again does not readily lend itself in its present form for use in community surveys. With these considerations in mind, a standardized psychiatric interview has been constructed to meet the following requirements:
(1) Psychiatric assessment should be made by an experienced psychiatrist in a realistic clinical setting;
(2) The interview should be acceptable to individuals who may not see themselves as psychiatrically disturbed;
(3) The content of the interview should be appropriate to the types of psychiatric disturbance commonly encountered in the community; In this context, the term 'somatic symptoms' is meant to include any bodily symptom which, in the interviewer's opinion, has been precipitated by psychological events, or which is being maintained or prolonged by psychological factors. Inevitably there are many cases where, even after detailed questioning, the interviewer is still in doubt about whether a particular symptom should be rated under this heading, and in these cases the symptom is not included.
The ordering of the symptoms was designed to provide a progression from those which are com. monly encountered in everyday life (minor aches and pains, fatigue, loss of sleep) to those which are more obviously morbid mental phenomena. The interviewer does not ask about delusions and hallucinations unless the patient's responses to other questions lead him to suspect a psychotic illness. In the same way, cognitive and memory testing is applied only when there is reason to suspect intellectual impairment. The interviewer is free to pose any additional questions which may be indicated in a given case, his aim being to establish the frequency, duration, and intensity of each symptom during the preceding week. There are simple rules relating the frequency and intensity of each symptom to the 5-point scale on which it is rated. Figure 1 illustrates a typical specimen page from this section of the schedule, that dealing with 'Irritability'. The mandatory question appears above the horizontal line. The third section of the interview schedule is unstructured and permits the interviewer to collect just as much information about the patient's family and personal history as he feels necessary to make his clinical assessment.
As soon as the interview is over and the patient has left the room, the interviewer completes the fourth and final section of the schedule in which he rates the abnormalities observed during the interview From the standpoint of clinical psychiatry, this list is unusual in terms of balance and omissions. It was, however, arrived at only after lengthy preliminary work as the best operational framework to be adopted in order to achieve the aims set out in the introduction. Some items were abandoned because raters were unable to achieve satisfactory agreement about them, while items dealing with psychotic phenomena were condensed into three or four groups because of the comparative rarity of psychotic illness in a community setting. The grouping of these items was based on the underlying assumption that distinct or overlapping clinical phenomena can be rated on a single scale; for example, psychotic agitation on the same scale as neurotic tension, and thought disorder on the same scale as misinterpretations or over-valued ideas.
The interviewer makes in all a total of 22 ratings, 10 for reported symptoms in the past week and 12 for abnormalities manifest at interview. Each rating is made on a 5-point scale as shown in Fig. 1 . In broad terms a rating of 0 indicates absence of a symptom; 1 indicates an habitual trait or borderline symptom which does not cause significant distress or require treatment; 2, 3, and 4 indicate respectively mild, moderate, and severe degrees ofclinical severity of a definitely morbid symptom.
At an early stage of the work it became apparent that to achieve satisfactory reliability all operational terms would have to be carefully defined; these working definitions, together with detailed criteria for rating, were eventually gathered together in a manual which can be consulted on any doubtful points that may arise.
This clinical manual contains general guidance on the conduct of the interview and the way of using the 5-point scales for the various ratings; in addition it contains a page for each reported symptom and manifest abnormality giving detailed guidance on the definition of each item and the use of the 5-point scale for that item. Figure 2 shows the page in the manual which corresponds to the page in the IRRITABILITY The term is used to cover both irritability and hypersensitivity in personal relationships. It should only be extended to cover inward brooding if this has affected the respondent's relationships with others. The term should apply only to behaviour which has been noticeable to others in the respondent's environment. In assessing any distress that the respondent may have caused others the rater must rely on what the patient says, and must not extrapolate from other features of the history or the mental state in order to make his assessment. Rating 'O' Absent: Negative answer to the mandatory question. Rating '1' Mild:
While irritability may have been present in a minor degree, it either represents an habitual trait which has not caused significant distress, OR from what the respondent says the rater thinks that irritability has not caused significant distress to either the respondent or to others. Rating'2' Moderate: Irritability has occurred occasionally in the past week in a degree sufficient to cause significant distress to either the patient or to those in his environment.
Rating 3' Marked: Irritability as defined in '2' above has been present frequently throughout the past week Finally, the interviewer writes a short diagnostic formulation and, if appropriate, makes a psychiatric diagnosis drawn from the I.C.D. (General Register Office, 1968) . The whole procedure can take from as little as 10 minutes for a healthy individual with no medical complaints to over an hour for a polysymptomatic patient.
TmH REIABU.rrY STUDY Although the interview was designed for use in a community setting, the initial reliability study had to be undertaken on patients with many symptoms of mental illness, so as to test the instrument on the widest possible range of psychiatric phenomena. For this reason, the patients selected for the study were all hospital in-patients or day-patients.*
Once the structure of the interview had been decided, a small pilot study was carried out with four raters and 12 patients. Each patient was seen by two raters, one of whom administered the interview while the other acted as co-rater. The patients were randomly assigned to pairs of raters and within the pairs each psychiatrist acted as interviewer and once as co-rater. From the experience gained in this pilot study, a number of alterations were made to the interview schedule and the accompanying manual.
The main reliability study was carried out on a total of 40 patients, divided into two sets of 20 each. In each set five psychiatrists participated, the experimental design being similar to that described for the pilot study. With one replacement for the second set of interviews, the raters were the same throughout.
Most of the standardized psychiatric interviews mentioned in the introductory section have been assessed for reliability in terms of product-moment correlations between observers, computed for each item scale. The analysis carried out by Kendell et al. (1968) was more thorough in that they used a three-way analysis of variance (the dimensions being doctors, patients, and symptoms) and also computed for each of their items a statistic called 'weighted kappa', originally proposed by Cohen (1960 Cohen ( , 1969 To allow direct comparison with other published work, all these analyses have been carried out in the present study. Table I shows the product-moment correlation and weighted kappa value for each item separately. It can be seen that the correlations are of satisfactory magnitude for all items with the exception of 'histrionic'. When the mean squares for the main variablesdoctors, patients, and items-were tested against the mean square for the residual it was found that the mean squares for patients and items were significant at the 0-01 level, but that the mean square for doctors was not. This indicates that while there was significant variation between patients and between items there was not significant variation between interviewer and co-rater. The significant interaction between patients and items merely indicates the tendency for different patients to have different symptoms. On the other hand, the small mean square values for interaction between doctors and items and between doctors and patients indicate that the doctors' rating standards remained consistent from one item to the next and from one patient to the next. Maxwell and Pilliner (1968) have described a technique for using a three-way analysis of variance to estimate reliability between raters by comparing the between-patient mean square with that for interaction between patients and doctors. Using this method on the present data, the reliability coefficient between raters was calculated as +0-919.
DIscussIoN
The overall standard of reliability for this interview compares favourably with the results published by other workers; for example, the 'weighted kappa' values for reported symptoms are rather higher than those obtained by Kendell et al. (1968) . The reliability for the 22 separate item scales was satisfactory with the single exception of 'histrionic' as a description of interview behaviour. The poor reliability of this item probably relates to the fact that it is at least as much a personality variable as an index of morbidity. It is, however, of some importance in that clinical psychiatrists habitually take account of what they regard as affected or roleplaying behaviour in evaluating a patient's reported symptoms.
The interview was found to meet its requirements in being relatively economical of time, easy to administer, and flexible in that it can be adapted to the purposes of various types of enquiry. Perhaps most important, it has proved acceptable to a wide range of patients. So far, it has been administered to over 400 general practice surgery attenders and nearly as many individuals seen in a community screening programme; refusals and adverse responses have been very few. Moreover, the clinicians who have administered the interview have found it appropriate for assessing and rating a wide range of psychiatric morbidity.
A number of further studies will be required for complete evaluation of the interview, in particular, its reliability when administered by other psychiatrists and to different groups of subjects. The high reliability found in the present study derives partly from the common background and training of the participants, and partly from preliminary training and careful use of the manual of definitions. Being only partially structured, the interview allows the psychiatrist who uses it a good deal of freedom; consequently, it would not be reliable in inexperienced hands.
The individual ratings can be treated in several ways. Scores for each patient constitute a symptom profile which can serve as an aid to diagnosis. This has not been attempted in the present reliability study, but it will be the subject of a future study which will seek to relate the symptoms profile to I.C.D. diagnoses. The 22 ratings for each patient can be summed and weighted to give an overall index of clinical severity. In the present stage of knowledge any such weighting procedure must be arbitrary; but for the present series, the best agreement with clinical judgment was obtained by taking the sum of the symptom ratings plus twice the sum of the manifest abnormality ratings. ratings.
An alternative way of using the scores is to compare the symptom profiles of two or more groups of patients. The mean score for each item is computed for each group; the data can then be assessed by using a 't-test' to compare the means for the two groups for each separate item, or by constructing a histogram showing the mean symptom profiles for each group.
As a research tool, the interview has a number of possible uses. First, it could be employed in largescale community surveys as the second stage of the case-finding procedure. From this point of view it represents an advance over the second-hand methods of case-identification which have been widely used in psychiatric field surveys (see, inter alia, Srole, Langner, Michael, Opler, and Rennie, 1962; Leighton, Harding, Macklin, Macmillan, and Leighton, 1963 Thirdly, the interview could be used to establish change in the psychiatric state of patients over a known time interval, as in charting the course of different clinical syndromes, or in the evaluation of a therapeutic regime. In one study carried out by the General Practice Research Unit, a group of 97 patients with psychiatric illnesses have been interviewed with the clinical schedule on two occasions six months apart, and large changes were demonstrated in the symptom profiles of those patients whose clinical status was thought to have altered.
Finally, it could be employed in the comparison of population samples drawn from different areas for examining differences in both symptomatology and prevalence. Cross-national studies would present special problems but one preliminary study of patients in London and Newfoundland (Goldberg and Kedward, 1970) suggests that the difficulties could be overcome. SUMMARY A standardized psychiatric interview has been described which is suitable for use in community surveys and which is geared to the measurement of change in the mental state. It must be administered by an experienced psychiatrist and requires special training.
The interview can be administered to a wide range of persons and is fairly economical of time, the range being from 10 to 20 minutes for normal healthy individuals to 30 to 60 minutes for patients with frank psychiatric illness.
The reliability of the interview was measured in an experiment in which five psychiatrists interviewed two separate groups of 20 hospital patients, a corater being present at each interview. The individual items in the interview were found to have high reliability coefficients, comparable to those reported for other standardized interviews designed for use with identified psychiatric cases. The overall reliability coefficient between interviewer and corater for the whole interview was found to be +0-92.
The possible applications of this interview as a research instrument are discussed. 
